S_nmary The characteristics of cervicography and the Papamncolaou smear test have been compared for the detection of cervix lesions classified as CIN I or more. A total of 4,015 women were entered into the study. (IARC, 1986; Laara et al., 1987; Day, 1989) .
Screening with the Papanicolaou smear test has succeeded in decreasing substantially the incidence of cervical cancer in countries where the screening programme is well organised, i.e. where the majonrty of the target population is tested and where high standards of cell sampling and reading are achieved (IARC, 1986; Laara et al., 1987; Day, 1989) .
Cervicography as a means of screening was introduced by Stafl at the beginning of the 1980s (Stafl, 1981) . The initial aim was to provide a cheap alternative to routine colposcopy in the screening for cervical cancer. This technique consists in taking pictures (diapositive slides called 'cervicograms') (Coppleson et al., 1992 ) with a special reflex camera after application of acetic acid 5%. The technique can be performed by a general practitioner or a nurse. Cervicograms are projected onto a screen with magnification, and abnormalities are then sought as for a colposcopic evaluation. However, unlike colposocpy, the method provides permanent documentation of the appearance of the cervix.
We started to evaluate this method 3 years ago. The object of this article is to compare the performance of cytology and cervicography for screening of cervical precancerous lesions.
Materials and metbods
Screening procedure The comparison was performed on 4,095 consecutive women 20 years old or more seen at the screening clinic of the Jules Bordet Institute from July 1989 until September 1990. These women were healthy and without gynaecological complaints. The majority had had one or more smear tests in the past, hence the lesions found were a mixture of prevalent and incident cases.
All women simultaneously underwent an exo-and endocervical smear and cervicography, both performed by general practitioners. (Ellman, 1991; Miller et al., 1991) .
The reference test was the histopathological examination of the biopsy specimens. All pathology slides were read by two pathologists, each unaware of the evaluation done by the other. In case of disagreement between the two readers, the final diagnosis was established by a senior pathologist aware of the two previous reports. (Morrison, 1985; Brecht & Robra, 1987; Shatzkin et al., 1987; Verbeek et al., 1991 Table IV presents the data with a breakdown by age and by transformation zone status. This latter parameter is crucial because most of the dysplasias are initiated in the transformation zone (TZ). Cervicography, which is a visual observation method, can assess whether the TZ is totally or partially visible (i.e. positioned on the ectocervix) or not visible at all (i.e. it reaches into the endocervical canal). The TZ status could not be assessed in 133 women (no differences in age distribution existed between those women and the rest of the study group). Table IVa shows that, as age increases, the difference in sensitivity (expressed as the ratio of sensitivities) between cytology and cervicography is reduced, and may be reversed, e.g. in young women cytologically detected high-grade lesions (four cases) are a subgroup of the cervicographically detected ones (10 cases), whereas in women aged 55 or more all high-grade lesions (three cases) were detected by cytology and none by cervicography.
Statistical analysis
After stratification according to transformation zone status (Table IVb all true high-grade lesions when the transformation zone is visible (13 cases out of a total of 14), but its sensitivity falls considerably when the transformation zone disappears into the cervical canal (three out of a total of ten). This decline in sensitivity is also evident when considering all true-positive lesions. Thirdly, by contrast, cytology seems to be more effective when the TZ is not visible: five high-grade lesions out of 14 were detected when the TZ was visible, compared with nine out of ten when the TZ reached the cervical canal. This explains why, when the TZ is visible, the RSe is in favour of cervicography (2.6), but drops considerably when the TZ is in the cervical canal (RSe = 0.3).
The absence of histopathological data for about one-quarter of the screen-positive women biases the detection rates towards lower values (the actual detection rate could be about 25% higher). As a consequence, the PPVs are somewhat underestimated. This flaw could also introduce bias through age selection: for example young women, who usually experience higher rates of cervical sions, are perhaps less responsive to recall. Although the compliance of our population was not optimal, the comparison between cytology and cervicography using the ratios of sensitivities and the self-matching method is likely to provide a reliable picture of their merits. Bearing in mind the relatively high age distribution of this study group and the mix of prevalent and incident cases, the detection rates achieved by our cytology compare well with other published data (Tawa et al., 1988) , and the specificty of our cervicography is much higher: 99.1% vs 95.1% (Staf9, 1981) , 90.6% (Tawa et al., 1988) or 94.0% (Szarewski et al., 1991) . This improvement in specificity is essentially due to the use of a standardied evaluation form (with an evahuation score), allowing a greater inter-observer agreement.
In the published literature (this study included), postirve cervicography for any type of lesion is followed by systematic colposcopy and, eventually, biopsy. In contrast to the conclusions of other authors (Tawa et al., 1988; Szarewski et al., 1991) It is usually recommended that only women with a persistent mild dysplasia on cytology should be referred for colposcopy-biopsy (Efiman, 1991) . Given the poor sensitivity of smear tests, the cytological follow-up of low-grade lesions is at risk of detecting a false-negative result. Colposcopic studies have already underlined this problem (Jones et al., 1987; Spitzer et al., 1987) . Because of its much higher sensitivity for the detection of low-grade lesions, cervicography could be effective for the monitoring of low-grade lesions discovered by cytology among women less than 35 years old. Given that most low-grade lesions occur in young women, follow-up with cervicography would perhaps render safer the 'watch-and-do-nothing' policy, and hence represent an accep- 
